of tonsils and adenoids are really of this nature. (2) The absence of air entry, on ar-tificial respiration, indicates an obstruction in the air passages; a similar absence, after tracheotomy, indicates that this obstruction is at the tracheal bifurcation. Such a foreign body can be rapidly and certainly removed by the blind introduction of forceps through a tracheotomy wound. We now always have such forceps put out with the tracheotomy set when operations on the nose and throat are being performed.
Discu88ion.-Mr. MUSGRAVE WOODMAN related ani accident which had recently happened in his practice. He was removing tonsils by dissection, and at the conclusion of the removal of the first tonsil he was using a crushing tool when the tonsil slipped into the back of the pharynx and disappeared. He thought it had passed to the lung. He watched for a change in the patient, but there was none. He therefore removed the other tonsil, and meanwhile sent direct for his instruments. He found the tonsil at the bottom of the right bronchus, and brought it up again. The tonsil had passed beyond the danger-point, and the patient knew nothing about it.
Mr. M. VLASTO thQught that the liability to accidental aspiration of blood and lymphoid tissue during operation was greatly increased by the patient being seated upright in a chair.
Mr. A. J. M. WRIGHT (in reply) said he no longer used an untethered finger-stall. Mr. Woodman's remark was of great interest, and it demonstrated the difference between a bronchial foreign body and one at the bifurcation. The former was not a matter of life urgency, seeing that time could be taken to send for instriments. Familial Infection of Chronic Sinusitis: its Clinical Import. [ABSTRACT.] By PATRICK WATSON-WILLIAMS, M.D.
Dr. P. WATSON-WILLIAMS said that although it seemed inevitable that chronic as well as acute rhinitis should be contagious if only in a less degree, yet this might not be easy to prove. When confronted with fibrinous rhinitis, due to a distinct organism-the Klebs-Loeffler bacillus-contagion is readily proved; but, so ubiquitous is the common cold, that we take refuge in the belief that while certain families tend to escape, others are predisposed to catarrhal infections. In a measure this is doubtless true; nevertheless there is a difference between proclivity to common colds which come and go completely, and a chronic catarrh when it becomes an " established " or focal" infection. Now if, as there is good reason to believe, chronic nasal focal sepsis is a causal factor in appendicitis, gastro-intestinal catarrh, etc., we ought to be able to find that such abdominal.sub-infections prevail in families with a proclivity to chronic nasooral sepsis. Of course, similar evidences of a tendency to sub-infections in other territories should appear, but we shall restrict our investigations to the abdominal region, except for one example in which mastoiditis and insanity seem to have resulted from familial infection. He (the author) suggested that a child, subject to a nasal sinus focal infection, rarely escapes septic infection of its tonsils and adenoids, and that when these alone have been removed, the persistent re-infection of the remaining lymphoid tissue causes recurrence of adenoids. But this child will tend to infect brothers and sisters, though auto-immunization may in time confer a relative immunity on the offender. But if that child grows up and marries, this parent is prone to infect members of his family. In some cases his investigation for such unsuspected sources of infection in children has shown that a parent has been the subject of a long-standing nasal sinus infection.
What has beeni accepted as iniborn famiilial constitutional weakness might be more correctly explained as carrier infectivity." Many examples of such family histories were shown in tabular form; one of many examples had previously been recorded in the Journal of Laryngology, Rhinology and Otology, vol. xxv, April, 1920. He quoted another example from his Semon Lecture (1925), illustrating " The infectivity of chronic nasal sepsis and, in ;ddition, its causal relationship to appendicitis where a parent may act as a carrier infecting the children." (a) Father, aged 58. Catarrhal otitis for thirty years. Chronic sinusitis (operation fifteen years ago and still infective three years ago). He had five sons (no daughters); of these four had definite nasal sinusitis and only one had escaped operation for appendicectomy.
After exhibiting a number of otlher examples on the screen, not hitherto recorded, he concluded by stating that there was good reason to believe that early and effective treatment of parental nasal infection would have saved many serious abdominal operations alone, without taking into consideration conveyed infection in other territories.
Discussion.-Mr. W. STUART-LOW said that he was called in consultation to the son of a farmer in Oxfordshire, who was suffering from an acute frontal sinusitis. He found the farmyard full of mud and slime; the surroundings were very insanitary and the atmosphere misty and damp. On his advice the family moved to a sunny slope in the south, and thereatfter enjoyed good health. " Surroundings" had much to do with the origin of such conditions as those described by Dr. Watson-Williams.
Mr. MUSGRAVE WOODMAN said that many cases of chronic nasal catarrh in young children seemed to resist cure. They were cases in which tonsils and adenoids had been removed. There was not yet much evidence of gross sinusitis, yet nasal catarrh was present. His attention was directed to this group by a striking example which occurred three years ago. He was asked to treat quinsy in an infant of nine months, and he wondered how it had become infected with that condition within a year. The father had had suppurating sinusitis, pus streaming froll the sphenoid, and the mother had had five attacks of quinsy. It was clearly an instance of direct infection from the mother. In cases of that kind he went into the family history as well as that of the patient, also he asked to see the nurse. Often the nurse was the centre of infection, and in many cases she was more in -contact with the child than anyone else.
Dr. LOWNDES YATES said that he once had a group of cases in which children had had a definite discharge from the nose which did not yield to treatinent. It was observed that the muothers of many of these children were suffering from pyorrhcea, and that when the sepsis in the mothers' mouths had been removed the discharge from the noses of their children disappeared. This raised the question as to whether the infection could be air-borne. Much work bad been done on this question in France, but no proof was forthcoming that the infection was air-borne. It might be conveyed by fingers inserted in the nostrils. Still, in the case of children, there was good evidence that the infection might be conveyed by the mother or a nurse if they had infected teeth or well-marked sinusitis.
Dr. J. S. FRASER agreed that environment was important; but there was also the family diathesis, as it was formerly termed. The late Sir Thomas Grainger Stewart laid great stress on diathesis, and it might be there was a catarrhal diathesis. It was recognized that there were families in which the chronic nasal discharge was very common. Everybody at some time or another suffered from acute nasal catarrh, but fortunately not in all cases did it become chronic. Might it not be that there was some inherent weakness in these families which tended to be manifested in the development of chronic nasal catarrh ? This condition might be due to susceptibility rather than to direct infection from a relation.
Mr. JAMES ADAM said he thought that deficiency of vitamins and excess of carbohydrate would cause such conditions. In the hospital to which he (the speaker) was attached there were 400 beds for children, and when he first went there he was continually troubled by running noses and sinusitis in these children. He began open-air treatment, dosage with a little cod-liver oil and the eating of an apple daily; also handkerchief drill; since then there had been practically none of these chronic cases.
StClair Thomson: Intrinsic Cancer of the Larynx
Mr. H. S. BARWELL (President) said it seemed that there were various possibilities to be considered in familial catarrhs, or infective conditions: direct infection, environment, the possibility of vitamin deficiency in the diet and endocrine disturbance; and lastly, diatbesis (which might be regarded rather as a diagnosis to be arrived at after exclusion of the other three).
Dr. WATSON-WILLIAMS (in reply) said he only wanted to elicit interest in this question on very broad principles. With regard to the remark of Dr. Fraser on familial diathesis, the fact remained that, in spite of any predisposing diathesis, many affected members of families were cured of trouble when the sinuses and the upper respiratory tract had been rerndered healthy: diathesis did not then seem to operate. The report of these cases, again, emphasized the desirability of removing all sources of established sepsis. As to bad envirolitnent, it did probably act as an influence at times; but the cases reported were all cases of patients from families in good circumstances residing in various districts and all considered particularly healthy, so that it could not have been a contributory cause in all these cases. THE author said he had recently completed a series of seventy cases of laryngo-fissure for intrinsic cancer of the larynx, apart from those in which he had followed this route in order to treat enchondroma or for exploration. He had obtained the after-history of each of the seventy cases. This series extended over twenty-eight years, as the disease, compared with malignant disease elsewhere, such as of the breast, was very rare. His object in these cases, now, was to go as far down into the subglottic space as possible and up on to the ventricular band, and to remove every thing between those points, including the internal perichondrium, leaving only the external perichondrium. The dangerous area was the subglottic space, and he liked to take away not only the anterior commissure, but a little tissue to the other side of it.
Laryngo-fissure gave an excellent result. Sixty cases were private and ten were hospital patients. In females the disease occurred earlier in life than in men, but in males its onset continued later. Of tthe seventy patients, thirty-four were still alive, three to nineteen years after operation. There had been eighteen deaths from causes other than recurrence and three deaths from operation-namely, one from rupture of the cesophagus due to vomiting, and two from bleeding; these two patients would probab)ly not have died if they had not been given heroin or morphia. He never uised " dope " drugs either before or after operation. Eleven of the patients had developed malignant disease elsewhere, including glands in the neck. Most of the recurrences were within the first year, this showing the importance of Semon's instructiotis to patients to present themselves once every month for the first year. In borderlitne cases, should there be recurrence, laryngectomy should be performed. In subglottic cases-those in which the cord was fixed-the prognosis was unfavourable. The author conisidered that there should be no operative death in these cases unless something exceptional occurred. The operation left the patient with an adequate voice and no social disability, and in selected cases the cure slhould be lasting. He had in the past operated upon cases such as, with a larger experience, he would not attempt now. Of nine cases in which the cord was fixed, only four patients lived more
